I. Introduction
Brunner organ hamartoma, otherwise called brunneroma, is a rare benign tumor of the duodenum. These benign tumors can be asymptomatic or can present with obstructive manifestations as well as gastrointestinal bleeding. Intussusception is an uncommon introduction for a brunneroma with fewer than 200 cases detailed in the literature. Endoscopic biopsies are regularly nondiagnostic, and endoscopic expulsion might be troublesome. These may copy tumors, for example, leiomyomas, gastrointestinal stromal tumors, carcinoid tumors, neurogenic tumors, or abnormal pancreas. For giant hamartomas, surgical extirpation is frequently essential furthermore, harmful degeneration is uncommon. We exhibit an instance of gastric outlet obstruction secondary to a giant Brunner gland hamartoma, which created rare gastroduodenal intussusceptions. .
II. Case Report
A 55 year old female of Indian ethnicity came to the gastrointestinal surgery division with complain of epigastric agony from last 10-15 days. The pain was moderate in intensity, intermittent, and aggravated by eating food (both solids and liquids). It was related with episodes of nonbilious, non-projectile. There was no history of hematemesis, melena, jaundice, weight loss, or anorexia. There was no critical therapeutic or surgical history of past ailment. On examination, there was mild epigastric tenderness. On palpitation there was no palpable mass, guarding, or rigidity. Her vital signs were stable.
The blood parameters were inside typical range. An initial ultrasound was performed & impression was delayed emptying stomach with mixed echogenic mass measuring about 4.9 ×4.1 ×3.5 cm noted in the region of duodenum.A multidetector triphasic CT scan of the abdomen and pelvis was performed .It revealed a large heterogeneous enhancing soft tissue mass approximately measuring approximately 9 × 4.6 cm , is seen in duodeno-jejunal region with intussusceptions of this loops with associated swirling of mesenteric vessels in the intussuscepted small bowel loop. However these intussusceptions are incomplete. There is smooth passage of oral contrast distally with no abnormal distension of stomach is seen proximally. Upper GI endoscopy report suggest of large peduculated polyp /GIST with gastric outlet obstruction (11/3/17) & a large pyloric peduculated polyp causing jejunal intussusceptions.
On exploratory laparotomy, the pylorus was found to be invaginated into the duodenum. Gastroduodenal intussusceptions were noted. After longitudinal duodenotomy, a peduculated ring-shaped large polyp (8 cm Microscopically, sections show gastroduodenal mucosa. Gastric mucosa shows mild chronic atropic gastritis with H. pylori. Underlying submucosa and muscle layer shows Brunner's gland adenoma/ hamartoma no evidence of malignancy.The post-operative course was uneventful, and the patient is eating well and thriving. One month later, the patient was asymptomatic; the upper gastrointestinal endoscopy showed patent pylorus and duodenum without any mass
III. Discussion
Brunner's glands are known as mucus-secreting glands found mainly in the duodenum, although they are occasionally found in the pylorus and distally as far as the jejunum (1). Polyps of these glands are rare benign lesions, accounting for less than 1% of small intestinal tumors (2). Brunner's gland polyps are mostly located in the proximal duodenum and are usually pedunculated, and a size greater than 2 cm is exceedingly rare (3,4). Goldman (5), a well-known reviewer of the Brunner's gland "hyperplastic" polyps, pointed out that the histological architecture of these lesions consists of a combination of ductal and acinar structures with fibromuscular and adipose elements. Furthermore, lack of an encapsulation fits the criteria for neither adenoma nor hyperplasia. Accordingly, he was the first to stress that these features strongly suggest a hamartomatous origin for Brunner's gland polyps (5) . The distribution of Brunner's gland hamartomas is duodenal bulb (57%), the second (27%) and third (5%) portions of the duodenum, the pyloric channel (5%), jejunum (2%), and proximal ileum (2%) (6) .
They are normally asymptomatic and are found by chance amid endoscopy. Symptomatic cases most normally present with gastrointestinal bleeding and obstruction (7) . Bleeding is often chronic and may be manifested as chronic anemia. Obstructive indications ordinarily happen when they are bigger than 2 cm (8). Brunner's gland adenoma may present with gastric outlet obstruction (9), duodenal obstruction, as in our case, or occasionally with the intussusception of the duodenal wall (10, 11, 12, 13) . A high index of suspicion is required while diagnosing brunneroma on imaging. The standard imaging modalities employed include barium meal, ultrasound, CT, EUS, and upper gastroendoscopy. The findings on barium and ultrasound are that of nonspecific benign lesions like stromal tumors, carcinoid, or aberrant pancreatic tissue. A CT scan is done to see the extent of the lesion and determine its relationship to adjacent structures. The American Institute of Radiologic Pathology uses the terms "Brunner gland hyperplasia" for lesions < 5 mm in size and "Brunner's gland hamartoma" for lesions > 5 mm in size. The present case had chronic intermittent duodenal obstruction at the gastroduodenal due to the intermittent prolapsed of the polyp. This was evidenced by the presence of a dilated duodenum and the symptoms of gastroesophageal reflux. This obstruction was related to the large size of the polyp and, probably, also to duodenal intussusception (14, 15) .
Even though these tumors are dysembryoplastic lesions and exhibit a benign course without malignant predisposition (16, 17) , the literature reports a proven case of cancer developing from this origin (18, 19) . The differential diagnosis usually includes leiomyomas, adenoma of the mucosal glands, carcinoid tumor, lipoma, prolapsed pyloric mucosa, or antral polyp (20) . We found this patient, who presented with recurrent episodes of vomiting and late postprandial abdominal pain, to have a polypoid Brunner's gland hamartoma with a long stalk in the pyloric ring.
Etiology stays indistinct however numerous theories have been proposed. Due to the "anti-acid" capacity of Brunner's organs, an expanded corrosive discharge could animate these structures to experience hyperplasia, however no relapse was found with acid secretion inhibitors (21, 22) . It has additionally been recommended that H. pylori disease may assume a part, since it was found in 71% of Brunner's organ hyperplasia (23) yet the extraordinary uncommonness of this element and the high predominance of H. pylori contamination doesn't permit clear conclusions. Nevertheless, many factors were proposed for its pathogenesis, such as local irritation, parasympathetic activity, chronic pancreatitis, and Helicobacter pylori infection. 
IV. Conclusion
Our case was unique as an uncommon tumor Brunner's organ hamartoma, rare location: pyloric, around 8 cm, and rare clinical presentation of Gastroduodenal intussusception. In spite of the fact that brunneroma is an uncommon element, it ought to continuously be considered as a differential conclusion of duodenal polypoidal disease. Larger disease can cause Gastroduodenal intussusceptions and can display with obstructive indications.
